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Learning Outcomes
By the end of the chapter you will be able to:
	discuss the nature of knowledge;
	identify what is meant by ‘evidence’;
	form a question to allow identification of best evidence;
	understand the use of the PICO framework in forming research questions;
	understand how values-based practice complements evidence-based practice;
	demonstrate awareness of the principles of research ethics and governance.
INTRODUCTION
It is suggested that humans have a basic need for knowledge and a thirst to know how things work and why things happen. Parahoo (2014) proposed that knowledge is essential for human survival, and central to decision making about daily life and achieving change in both people and the environment in which they live. Prior to the 18th century much of people’s understanding of the world and how it worked was based on beliefs related to superstitions and organised religions. However, the 18th century ushered in what we know as the era of ‘Enlightenment’ and the ‘Age of Reason’ which promoted different ways of thinking and knowing the world. The work of encyclopaedists (generally the leading philosophers of the day) and the publication of the Encyclopedie in the period from 1751 to 1772 together advocated scientific knowledge. This type of knowledge influenced thinking about the nature of humans and their ways of understanding the world and from this came an opening of the debate about what knowledge is and how humans can ‘know’ things.
Knowledge and evidence are inextricably linked – evidence provides support to the usefulness of certain types of knowledge and knowledge gives reason and value to different forms of evidence. Therefore as with knowledge there are many different forms of evidence, each of which will be valued in different ways according to context.
This chapter will consider the issues surrounding the nature of knowledge, the different forms of evidence and how it is possible to identify what knowledge is needed to ensure practice is evidence-based.
NATURE OF KNOWLEDGE
Knowledge can be defined as ‘facts, information, and skills acquired through experience or education; the theoretical or practical understanding of a subject’ (Oxford English Dictionary, 2015). Knowledge is broadly categorised into two types – propositional and non-propositional. Propositional or codified knowledge is said to be public knowledge and is often given a formal status by its inclusion in educational programmes. Non-propositional knowledge is personal knowledge linked to experience, and is described by Eraut (2000) as a ‘cognitive resource’ – a way of making sense of things – that someone brings to any given situation to help them think and act. It is often linked to ‘tacit’ knowledge. This is knowledge which is often difficult to put into words. For instance, people may know how to ride a bike and know how they learnt to do it, but may not be able to describe critical aspects, such as how they keep their balance.
In considering where knowledge comes from Kerlinger (1973) identifies three sources – tenacity, authority and a priori. Tenacity relates to knowledge that is believed simply because it has always been held as the truth. Authority relates to knowledge which comes from a source or person viewed as being authoritative and therefore must be true. A priori knowing relates to reasoning processes, where it is reasonable to consider something to be true. It is suggested that all three sources of knowledge are viewed as being objective in nature and not based on a person’s subjective view of the world (see Box 2.1 for examples of these types of knowledge).
Box 2.1Example of three sources of knowledge
An individual with a cold knows that taking cough mixture will soothe their cough. If asked how they know this they might answer:
	 ‘because I know it does’ – tenacity;
	 ‘because my mother told me it does’ – authority;
	‘because it stands to reason that cough medicine will soothe a cough’ – a priori.
It has been suggested that in relation to clinical decision making there are four forms of knowledge available to practitioners – superstition, folk lore, craft and science (Justice, 2010). Superstition is similar to tenacity in that it is a belief which has no rational basis, such as the belief that bad things always happen in threes. Folk lore relates more to a pattern of beliefs put forward at an earlier time which are slow to be replaced by other, more feasible explanations for behaviours, such as the belief that the cycles of the moon affect the behaviour of people with mental health problems. Craft-based knowledge is seen most commonly as being practice-based knowledge – gained through clinical experience and drawing on personal judgement and intuition. However there may well be a theoretical aspect, often gained during initial professional education. Science is a broad term relating to the ways of understanding the world. It is frequently thought to have a uniform definition; however, as will be discussed below, there are different views as to what can be deemed ‘scientific knowledge’.
Activity 2.1
Think about recent experiences in practice. Can you identify examples of knowledge which are based on tenacity, authority and a priori sources and also those that appear to have their basis in superstition, folk lore and craft knowledge?
PHILOSOPHICAL UNDERPINNINGS OF RESEARCH
The term science comes from the Latin word scietia, meaning knowledge. Such knowledge has traditionally been seen as being based on observation, experiment and measurement (Mason and Whitehead, 2003). Scientific knowledge is usually generated either through deductive or inductive reasoning (Speziale and Carpenter, 2007). Deductive reasoning is said to move from the general to the particular, while inductive reasoning moves from the particular to the general. With deductive reasoning the nurse would start with a hypothesis which she or he would then seek to prove. A hypothesis is a simple statement that identifies a cause and effect relationship between two things – if I do X then Y is likely to happen. For example, in relation to considering the use of wound dressings (the general issue) the nurse might consider that one form of dressing (the particular) is more effective than another. The hypothesis might be that wound dressing A will promote more rapid wound healing than dressing B. In inductive reasoning, a nurse might start by considering somebody’s experience of leg ulcers (a specific issue); she or he could then interview various people who have the condition, asking them about their experiences. Once a number of views have been collected it is possible to draw conclusions and a general theory of the experience could then be developed.
Ontology – the study of reality and how it can be understood (Snape and Spencer, 2003: 11–13) – has evolved to encompass a range of theoretical positions on the nature of social reality and modes of apprehension: realism posits that there exists an external reality independent of subjective human perceptions; materialism (a variant of realism) proposes that reality is only perceptible through material features such as economics; while the position of idealism holds that reality can only be apprehended through the mind which attaches or constructs meaning to experience.
Deductive reasoning is often associated with positivism, the idea that reality is ordered, regular, can be studied objectively and quantified. A basic component of positivism is empiricism, where it is proposed that only that which can be observed can be called fact or truth. This positivist or empirical way of looking at the world is based on a belief that ‘reality’ is external to and independent from humans but that humans can, by objectively observing the world around them, uncover knowledge which is true. Originally such observation was intended to mean observation by human senses – sight, touch and so on. However, over time this has been expanded to include indirect observation through the use of specific tools designed to help a scientist observe and record phenomena. So whereas the study of personality could be viewed as impossible because it can not be seen, the development of a personality inventory provides a tool that the scientist can use to study it empirically. The idea of ‘cause and effect’ is also important in empiricism – if I do this (cause) then this (effect) will happen – so for example if dressing X is used (cause) the wound will heal more quickly (effect). Empiricism is often described as reductionist, which relates to the breaking down of areas of interest into small parts rather than considering the whole.
The positivist way of looking at the world developed particularly from scientific methods used in maths and physics and emphasises the need for objective and unbiased enquiry. The positivist worldview came to dominate scientific enquiry into the natural world. The more recent development of scientific enquiry into the social world (the social sciences include psychology, sociology and anthropology – these subjects explore how human beings think, behave and interact with each other and with their environment) found the positivist worldview to be limited in generating knowledge about the social world. Interpretivism – a different worldview – emerged from the social sciences.
Inductive reasoning is linked with interpretivism, an alternative to positivism based on the belief that humans are actively involved in constructing their understanding of the world. It is proposed that individuals constantly strive to understand what is happening in their environment and interpret action and interaction in an effort to make sense of their experiences. From this perspective, it is proposed that there are a range of views of the world and ways of understanding, depending on the interpretation people give to their experiences. Rather than adopting reductionist approaches and identifying cause and effect, interpretivism is seen as considering the whole, exploring all the subjective values and meanings that people attach to their experiences and seeking a full as possible understanding of phenomena. The interpretivist understanding is not arrived at objectively by ‘pure’ observation (as is the aim of the positivist worldview) but is approached inductively by exploring subjective experience. The role of the researcher using an interpretivist approach has to be acknowledged as another layer of interpretation – that is, in the process of interpreting their findings they may be influenced by their own values and experiences (Snape and Spencer, 2003: 17).
As can be seen from the above, philosophical positions are adopted about the nature of the world, what can be known and how to gather this knowledge. These philosophical positions are known as paradigms, a term created by Kuhn (1970). A paradigm is a set of logically connected ideas which guide the way in which research can be conducted – the methods used, the form of data collected and how that data are analysed. These design aspects of research must clearly support the uncovering of knowledge that will be perceived as having truth value. Two paradigms are generally accepted as being present in research – qualitative and quantitative – based on two different and sometimes competing ways of discovering the world. Researchers must consider carefully which paradigm or worldview best fits with the knowledge they are seeking to uncover – the design of their research must align with its purpose (Zichi-Cohen, 2006: 132). Qualitative research is concerned with exploring the meanings people attach to experiences and generating theories, whereas quantitative is focused on generating data to prove or disprove theories. The paradigms are reflected in the way data are collected: qualitative data tend to be in the form of words, what people say about their experiences; quantitative data are presented in the form of numbers providing a basis for statistical analysis. Examples of how research into the same general area might look are given in Table 2.1.
Table 2.1Examples of research questions
An investigation of anxiety in patients
What is the nature of anxiety in patients?What sorts of things provoke anxiety and what is the relationship between them?This is a qualitative approach … the question is a ‘what IS this?’ type. Suggests an inductive approach, moving from the specific to the general.	Are patients who are supplied with information less anxious than those who are not?This requires a quantitative approach.Suggests a cause and effect relationship and then tests it.
Table 2.2Differences between quantitative and qualitative research
Quantitative	Qualitative
Scientific principlesMoves from theory to dataIdentification of causal relationships between dataCollection of adequate amount of dataApplication of controls to ensure validityHighly structuredObjectivityAcceptance/rejection of hypothesis/laws	Understanding/meaning of eventsMoves from data to theoryA close understanding of the research contextCollection of ‘rich/deep’ dataSeeks to address all aspects of the issuesFlexible structure allowing for changes in emphasisResearcher as part of the processGeneration of theory
Quantitative methods include randomised control trials (RCTs), experimental designs and involve statistical analysis of data. Qualitative enquiry includes phenomenology, ethnography, action research and grounded theory and generally involves interviews and observation, although some forms may incorporate aspects of statistical analysis. Table 2.2 provides a brief summary of the difference between qualitative and quantitative approaches. Issues related to the research approaches are discussed in further detail in Chapters 7 and 8.
NURSING KNOWLEDGE
There is much debate as to what constitutes nursing knowledge. Knowledge plays a complex role in professions, often being seen as a defining trait. SchÖn (1987) suggested there is a hierarchy of knowledge in professions:
	basic science;
	applied science;
	technical skills of everyday practice.
He also suggested that professions’ status is dependent on this hierarchy, that the closer a professional knowledge base is to basic science the higher the status. Nursing has tried for many years to establish a defined scientific knowledge base. Huntington and Gilmour (2001) stated that nursing has traditionally focused on empirical approaches to knowledge generation and has used these to explain the nature of nursing practice. The development of this knowledge has been influenced by other disciplines such as medicine, psychology and sociology. Although for a number of years scientific knowledge has been accepted as superior to other forms, more recently this has been challenged and there is a growing belief that other forms of knowledge are essential in the practice of nursing.
Carper (1978) was one of the first people to provide a framework through which the patterns of knowing in nursing could be considered. She identified four types of nursing knowledge – empirical, personal, aesthetic and ethical – and suggested that no one form of knowledge is superior to the other; instead each was essential to the practice of nursing. Empirical knowledge is the theoretical and research-based knowledge which is generated through systematic investigation and observation. This may also be knowledge generated by other disciplines which can be seen as either a theory underpinning practice (such as anatomy and physiology) or a theory translated for use in nursing in a unique way (as with applied sciences such as psychology). Chinn and Kramer (2004) added the development of nursing theory to the concept of empirical knowledge, particularly in relation to interpretive research approaches such as phenomenology.
Personal knowledge relates to the individual nurse’s experience of the world generally and nursing specifically. It encompasses that person’s beliefs, values, perception and level of self-awareness. In many ways it resembles reflective practice, as implicit within this is the ability to know oneself and how this influences one’s practice. The emotional aspects of nursing require nurses to consider how and why they respond to certain situations in certain ways to ensure the care they deliver is appropriate and compassionate. This type of knowledge is something that is seen as changing over time and having direct implications on the type and form of interactions that occur between nurses and patients.
Aesthetic knowledge is described as that knowledge which underpins the ‘art’ of nursing. It can be seen as a bringing together of the manual, technical and intellectual skills aspects of nursing, particularly in nurse and patient interactions. This type of knowledge is often linked to expert practice and the ability to assist individuals in coping with health issues in a positive way.
Finally ethical knowledge is seen as focusing on what is right, appropriate and moral; it relates to the judgements to be made in relation to nursing actions. It is also related to codes of conduct, procedural guidelines and the philosophical principles that underpin nursing.
Activity 2.2
Reflect on a recent clinical placement. Can you identify specific incidents where you used Carper’s four types of knowledge?
Table 2.3 gives examples of activities associated with the different types of knowledge identified by Carper.
Intuition is an area that has been the subject of much debate, with what is termed intuitive knowledge being seen by many as an important aspect of nursing practice. Intuition can be defined as the ‘instant understanding of knowledge without evidence of sensible thought’ (Billay et al., 2007: 147) and is often considered to be a form of tacit knowledge. It is the moment when someone ‘knows’ that something is going to happen, or reach a conclusion, without being aware of thinking in a rational and logical way to arrive at that point.
Table 2.3Examples of activities associated with different types of knowledge
Knowledge	Example
Empirical	Biological sciences knowledge to understand blood pressure readingsPsychology theory in relation to phobias to understand a patient’s fear of injections/needles
Personal	‘Therapeutic use of self’ in understanding a person’s response when given ‘bad news’Interpersonal relationships, therapeutic relationships
Ethical	Code of conductConfidentiality
Aesthetic	Communicating with a patient in a caring and appropriate way before giving an injectionRecognising the individual needs of a person when helping them with personal hygiene
In considering the nature of intuition in professional practice, Benner (1984) suggested that a form of practice knowledge or ‘expertise’ exists which is part of expert practice. Here nurses draw on all their empirical and personal knowledge to reach a conclusion, without being aware of processing the information (see Box 2.2 for an example). Benner differentiates between practical and theoretical knowledge, suggesting that the former relates to ‘knowing how’ and is related to skills and the latter to ‘knowing that’, which is concerned with the generation of theory and scientific knowledge. However, she also suggested that in nursing, as expertise develops, a form of practice knowledge is apparent that ‘side steps’ the logical reasoning processes associated with science. Extending the knowing how through practice experience can lead to knowledge that appears to be available to the person without the aid of analytical process, but which nevertheless is valid.
Box 2.2Example of expert knowledge (Benner, 1984: 32)
An extract from an interview with a nurse who worked in the psychiatric setting for 15 years:
When I say to a doctor ‘this patient is psychotic’, I don’t always know how to legitimise that statement. But I am never wrong. Because I know psychosis from inside out. And I feel that, and I know it, and I trust it. I don’t care if nothing else is happening, I still really know that. It’s like the feeling another nurse described in the small group interview today, when she said about the patient ‘she just isn’t right.’
Other forms of knowing have been added to Carper’s original work. For example Mullhall (1993) put forward the idea of ‘unknowing’, proposing that nurses needed to make deliberate attempts to be open to new ideas and ways of thinking; seeing this as a step in building knowledge and a deeper understanding of individual practice experiences. Socio-political knowledge was included by White (1995). Here political awareness, cultural diversity and public health agendas are essential aspects of knowing, enabling nursing to see its practice in a broader arena. Chinn and Kramer (2008) proposed ‘emancipatory knowledge’, that is, an awareness of social inequalities and their implication for health, including a political awareness, the need for social change and methods to bring this about.
WHAT CONSTITUTES EVIDENCE?
The dictionary definition of evidence is ‘The available body of facts or information indicating whether a belief or proposition is true or valid’ (Oxford English Dictionary, 2015). Pearson (2005) proposed in healthcare that it is ‘data or information used to decide whether or not a claim or view should be trusted’. What exactly constitutes evidence in EBP is still hotly debated. Thomas (2004) suggested that evidence is information that is seen as relevant to how to provide care and beliefs about health and illness. Various hierarchies of evidence have been generated which clearly place quantitative findings from systematic reviews of RCTs at the top of the hierarchy; often qualitative research findings are not included within these hierarchies at all (see Box 2.3 for an example of a hierarchy). This preference for one form of evidence over another perhaps comes from the Cochrane Collaboration, which focused on the effectiveness of interventions for which RCTs are ideally suited and also on the dominance of the positivist paradigm in terms of research approaches.
Box 2.3An example of a hierarchy of evidence
Systematic reviews of RCTs.
Well-designed RCTs.
Other types of experimental studies – pre-post test, time series.
Non-experimental studies.
Descriptive studies, expert committee reports.
However there is a growing body of literature that hotly contests the placing of RCT methods at the top of the hierarchy. Scott and McSherry (2008) suggested that RCTs are not always the most pertinent approach to certain aspects of nursing care. As discussed above, different ways of exploring the natural and the social world have developed and the practice of nursing encompasses both natural and social sciences.
Porter and O’Halloran (2012) assert that RCTs do not provide the best evidence for the complex systems in which healthcare is delivered. Different types of research questions require different forms of study. Therefore the most appropriate form of evidence is that which relates to the question being asked – ‘horses for courses’ as Petticrew and Roberts (2003) put it.
Nursing has long recognised that its practice is based on multiple ways of knowing and much of nursing activity does not fit easily with an RCT approach. The advocating of one type of evidence as superior to another is not helpful in providing evidence on which to base practice in a profession as multifaceted and complex as nursing. It is suggested that perhaps it is more appropriate to acknowledge the possibility of multiple hierarchies, depending on the object or issue under consideration. Nairn (2012: 14) proposed ‘there is one world, but multiple ways of examining that world’.
The Joanna Briggs Institute (JBI) supports the idea of there being a range of issues that need to be considered in healthcare, and that different forms of evidence are needed. They suggest that evidence generally falls into four areas:
1. Evidence of feasibility – whether something is practical/practicable physically, culturally or financially. In this situation one type of treatment might be the most effective, but financially unaffordable. For example the cost of certain drugs means they are not used in certain healthcare systems. Types of evidence to support this would probably be economic and policy research.
2. Evidence of appropriateness – whether a particular intervention fits with the context in which it is to be given. For example blood transfusion within certain religious groups might not be an appropriate form of treatment. Research considering ethical and philosophical issues would be of use here.
3. Evidence of meaningfulness – how interventions/activities are experienced by individuals. For example, the patients’ experiences of or beliefs about fertility treatment might influence how services are organised. Interpretive research in the form of phenomenology, ethnology or grounded theory would be of interest in this area.
4. Evidence of effectiveness – whether one treatment is better than another or the usual intervention. RCTs and cohort studies would be of use here.
Rycroft-Malone et al. (2004a) suggested four types of evidence on which nurses can base their practice:
1. Research.
2. Clinical experience.
3. Service user/carer perspectives.
4. Local context.
They went on to identify that the challenge is in knowing how to integrate these four types of evidence in a robust and patient-centred way.
Ensuring the robustness of evidence related to clinical experience requires the gathering and documenting of this experience in a systematic manner, allowing for individual and group reflection and cross-checking. Portfolios and clinical supervision are methods which can enhance the validity of this type of evidence and these are explored further in Chapter 11. A crucial skill for nurses to develop is the ability to scrutinise and critically evaluate the quality of evidence. Chapter 6 introduces a number of research tools which help to develop these skills and can be of use in practice.
THE ROLE OF VALUES
Recent scrutiny of the NHS has led to a recognition of the need to reflect on current culture and practice and the revisiting of the values which underpin practice (McGonagle et al., 2015). In England, the Department of Health (DH) has set out a commitment to values in the NHS constitution (DH, 2013). Central to this is the understanding that patients are at the core of decision making, not simply passive recipients of care or treatment.
Values-based practice (VBP) is an approach to healthcare delivery which seeks to compliment evidence-based practice (EBP) (Fulford, 2008). It is the utilisation of skills to promote balanced decision making in patient care, while also accounting for the complex web of differing value perspectives which lie behind the decision-making process. Much has been written about the place of VBP in the delivery of care (Fulford et al., 2012). It is predicated on the belief that different perspectives need to be respected, especially when dealing with challenging topics. The respect for alternative points of view (including the patient’s) is seen as an opportunity to open dialogue and positively challenge and reflect on personal, societal and organisational values, attitudes and behaviours.
The drive to evidence-based practice EBP is a highly desirable aspect of modern health services. However, it has been argued that it has minimised the role that values have in the care delivery (Woodbridge and Fulford, 2004). It is rare that the evidence base for practice comes ‘value free’ (Fulford and Stanghellini, 2008). It is argued therefore that the drive for clinical quality through EBP must be delivered with a drive for values too (McGonagle et al., 2015).
Incorporating sources of evidence from service users and carers into the delivery of care has a long tradition within nursing and underpins the ethos of holistic care. Their inclusion in research is also now recognised as essential (see www.invo.org.uk/ for guidance on how to involve the public in health and social care research). This aspect is explored further in Chapter 3. However this source of evidence has its own inherent complexities and can be challenging. When research findings promoting the view that a specific form of intervention is most appropriate (for example the use of a particular medication in managing mental health problems) are at odds with the service user’s experience (the medication has specific side effects that make the person unwilling to take it), the clinical expertise of the nurse is essential in identifying the most appropriate course of action.
Institutional cultures, social and professional networks, evaluations such as 360 degree feedback and local/national policies are some of the forms of evidence found in the local setting (Rycroft-Malone et al., 2004a). Other relevant local evidence includes audits and individual patient preferences and service evaluations.
There are also some ‘ready made’ forms of evidence available, where best evidence has been collected and summarised for use by healthcare professionals. Clinical Knowledge Summaries, produced by The National Institute for Health and Care Excellence (NICE) are an example of this type of resource. This is an online collection of concise summaries of available evidence, providing recommendations on how to manage commonly encountered clinical situations in care settings (see http://cks.nice.org.uk/#?char=A).
A further new initiative is the publication of BITEs (Brokering Innovation Through Evidence) which have been developed by the Collaboration for Leadership in Applied Health Research and Care (CLAHRC) as a means of conveying the ‘need to know’ information about a piece of research to busy clinicians and health and social care staff (see www.clahrcpp.co.uk/#!bites/c19df).
A relatively new initiative in EBP is that of care bundles. Here elements of best practice evidence (usually between three and five) are grouped together in relation to a particular condition, treatment and/or procedure. These elements are ones that are generally used in practice but not necessarily applied in the same way or combination to all appropriate patients. Care bundles ‘tie’ together these elements into a unit that is delivered to every patient in the same way. Dawson and Endacott (2011) identified that combining elements in this way has a more positive impact on treatment outcomes than any single one element. They suggested that care bundles appear to be more effective than clinical guidelines in improving possible outcomes, as the former are seen as mandatory whilst the latter are often viewed as purely advisory.
Care bundles were originally developed in 2002 at the Johns Hopkins University in the USA in relation to critical care environments. It was found that using four interventions with patients on ventilators significantly reduced length of stay and number of ventilator days. Care bundles have now also been developed in a number of other areas, such as infection control, and are advocated by the Department of Health as a tool for high impact change. However the then Institute for Healthcare Improvement (2012) warned against an ad hoc approach to bringing elements of care together, stressing that the strength of the bundles lies in the underpinning science, the way it is delivered and a consistency in its application.
QUESTIONS
Having identified what counts as good evidence, the next task is to find the evidence. This requires the formulating of a relevant question, often considered the backbone of EBP. Ideas in relation to questions about practice can come from a range of situations, reflection on practice issues, audit outcomes and discussions between nurses, patients and/or other health professionals. Often such questions are broad and unfocused, but if appropriate answers are to be found, then there is a need to develop specific, focused research questions.
Activity 2.3
You are currently working in a residential care setting. Mary, a 66-year-old patient in your care, has fallen and fractured her femur. In discussion with the rest of the care staff it is identified that there have been a number of falls over the year that have resulted in fractured femurs. Someone remembers reading about ‘hip protectors’ as a method of reducing injuries. You have been asked to look for some evidence to help make decisions as to how to address the issues. Where would you start?
An obvious starting place might be to go online and Google the words ‘fractured femur’, but this is likely to produce thousands of hits or nothing at all. There is a need to focus the search to ensure that the relevant information is obtained whilst vital pieces of information are not missed.
Stillwell et al. (2010) identified two forms of questions that practitioners might ask – background and foreground. Background questions are generally broad and have two parts:
1. The question’s stem – who, what, where, when, how, why?
2. The area of clinical interest.
A background question might look something like ‘What is the best way of treating depression?’ There is a need to ask background questions, particularly for students and those new to an area of practice, in order to gain the knowledge and expertise needed in relation to a specific area. The problem with background questions is their broadness, which makes it difficult to find specific information, and searching for information is often done in a haphazard way – indeed it is easy to end up looking in the wrong place.
Foreground questions ask about specific issues and are looking for particular knowledge. A foreground question might be something like ‘Which is more effect in treating depression – cognitive behavioural therapy or medication?’
It is essential that a foreground question is formulated containing all the key elements for consideration, before searching the literature in relation to a particular issue. The question will be central to ensuring that the search is not too broad, which in turn may result in retrieving an overwhelming amount of literature, or too narrow in scope, resulting in key items being missed. There are a number of formats that can be used to help to create a search question; the most commonly used is PICO (see Table 2.4)
Table 2.4Outline of PICO
Population	Intervention	Comparison	Outcome
Include1 Disease/condition e.g. cancer, schizophrenia2 Population (e.g. age) and setting (e.g. community)	Type of activity/procedure/treatment or action, e.g.Use of a specific assessment toolParticular type of wound dressingUsing a particular approach such as cognitive behavioural therapy	Alternative activities or actions against which comparisons are made between interventions.Sometimes this might be usual treatment.	Results of a specified action.All possible outcomes are explored.
As shown in Table 2.4,
P = population and could be something like adult males with depression.
I = intervention and could be something like cognitive behavioural therapy (CBT).
C = comparison and could be something like antidepressant medication.
O = outcome and could be something like raised mood.
The PICO question would then be:
In adult male service users diagnosed with depression is CBT more effective than antidepressants in raising mood?
In some instances the use of an extra letter such as T is added, which relates to the time frame over which the intervention would be observed, making PICOT. In the above question, for example, ‘over a period of 18 months’ could be added. In other instances the letter S is added, giving the acronym PICOS, with the S = Study type, providing the opportunity to limit the type of study to be included in the search of literature. In this case only RCTs might be considered.
Activity 2.4
Consider the above scenario about Mary, and apply the PICO principles. What question do you think would enable you to search for appropriate evidence? It might look something like this:
In female adults over the age of 65 years, is the use of hip protection more effective than normal precautions in reducing the incidence of fractured femurs following a fall?
The PICO framework tends to be most useful when asking ‘effectiveness’ questions and reflects the quantitative approach to research. However, it is less helpful for considering qualitative aspects of care such as patient experiences. The JBI offers an alternative formation – PICo:
Participants
phenomena of Interest
Context
If in relation to the above scenario the actual interest was in patients’ experience of wearing hip protectors, the question in this instance might be:
In female adults over the age of 65 years (P), what is their experience of wearing hip protectors (I) in a hospital setting (Co)?
Formulating questions in this way allows focus on the real question that needs to be addressed and helps to move to the next stage of the process, searching for the evidence. The question will provide the key terms to be used in the search.
Activity 2.5
Think about a recent clinical experience and identify a patient whose care you were closely involved with. Focusing on one clinical intervention you undertook in relation to this person (giving an injection, attending to hygiene needs, involvement of patients in recreational/therapeutic activities), write a reflective account identifying:
1. What knowledge you were using during the intervention/activity, considering what areas of knowledge you felt most comfortable with and those that you need to develop further.
2. What evidence you used to direct how you organised your intervention/activity.
3. The questions you would ask if you wanted to find further evidence to support your practice in this area.
RESEARCH GOVERNANCE AND ETHICS
Anyone undertaking research, particularly in the NHS, needs to be aware of the principles and research ethics and governance. In 2005 the Department of Health published its Research Governance Framework which outlines principles of good governance that apply to all research in health (DH, 2005b). This document along with its annex (subsequently updated in 2008) provides an essential source of information and support for researchers or clinical staff involved in NHS studies.
A core standard for healthcare organisations is that they have systems to ensure the principles and requirements of this research governance framework are consistently applied. As such, all NHS organisations will have a Research Governance Department which is an essential port of call for any employees looking to undertake research. Research governance departments will offer advice on the process for applying for ethical approval both locally and where needed, nationally through the NHS integrated research application system (see www.myresearchproject.org.uk/).
Researchers have a responsibility to explain and justify their activities – to convey to others that their area of enquiry is both important and necessary and how they decide upon the focus of their research (Moule and Goodman, 2009: 130). Systems of governance and ethical approval are essential to this process, particularly in providing scrutiny to any potential for harm to those who take part in research.
Summary
	Knowledge is broadly categorised into two types – propositional (formal) and non-propositional (personal) – and comes from three sources – tenacity, authority and a priori. Clinical knowledge can be seen as based on superstition, folklore, craft or science.
	Science is a body of knowledge organised in a systematic way based on observation, experiment and measurement.
	Evidence is information or data which supports or refutes beliefs in relation to a particular area of interest.
	Evidence on which to base nursing practice is best drawn from a variety of credible sources reflecting the multifaceted and complex needs of nursing. There are four types of evidence on which nurses can base their practice – research, clinical experience, service user/carer perspectives and local context.
	There are ‘ready made’ forms of evidence available, where best evidence has been collected and summarised, such as clinical guidelines and summaries.
	Appropriate, focused questions are the backbone of EBP. The PICO format is helpful in the development of questions related to effectiveness, PICo for those related to feasibility, meaning and appropriateness.
	All clinical staff involved in research must familiarise themselves with local and national principles of research governance and ethics application processes.
FURTHER READING
Carper, B. (1978) ‘Fundamental patterns of knowing in nursing’, Advances in Nursing Science, 1: 13–23. This article is recommended for a full exploration of the nature of nursing knowledge.
Dawson, D. and Endacott, R. (2011) ‘Implementing quality initiatives using bundled approach’, Intensive Critical Care Nursing, 27: 117–120. This article gives an overview of the development of care bundles.
Department of Health (2015) Research Governance Framework for Health and Social Care. London: DH. Available at: www.gov.uk/government/publications/research-governance-framework-for-health-and-social-care-second-edition
Stillwell, S.B., Fineout-Overholt, E., Melnyk, B.M. and Williamson, K.M. (2010) ‘Asking the clinical question: A key step in evidence-based practice’, American Journal of Nursing, 110(3): 58–61. For further exploration of the use of PICO in question formation.
E-RESOURCES
Trip Database: a search engine that identifies high-quality evidence for use in clinical practice. www.tripdatabase.com
NHS Evidence: enables users to simultaneously search 150 data sources for resources such as clinical summaries, guidelines, research literature, British National Formulary. www.evidence.nhs.uk
Clinical Knowledge Summaries: provides concise summaries of evidence related to common primary care issues and gives recommendations for practice. http://cks.nice.org.uk/#?char=A
CLHARC BITEs (Brokering Innovation Through Evidence): Headline ‘need to know’ summaries of high-quality evidence-based research findings. www.clahrcpp.co.uk/#!bites/c19df.
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